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PONTANEOUS and traumatic hematomas of the cerebeUar hemispheres, 6,9,11-a3 and of the posterior fossa subdural space 2,a,16,17 have each been described. Concurrent hematomas in these sites are found very infrequently. Two cases of traumatic origin successfully treated surgically have been reported. TM We would like to add a third.
Case Report
This 48-year-old woman was admitted to one of the general surgical wards in this hospital on Christmas Day, 1967. Two days previously while standing on a stool she had overbalanced and fallen; she was found lying on the floor, having struck her head on the wail during the fall. She was unconscious for about 20 minutes and had total amnesia for the event. She was rather drowsy thereafter and stayed in bed at home. Her speech was slurred and, as she did not improve and appeared to have left-sided incoordination, the general practitioner referred her to hospital.
Examination. On admission, myxoedematous stigmata were noted. There was no evidence of local injury to the head. The blood pressure and temperature were normal. The patient was drowsy but responsive to commands. There was slight neck stiffness and poor coordination of all limbs.
A neurosurgical consultant noted nystagmus, a blurred left optic disc, and a right extensor plantar response. Her fight eye had been removed in 1963 after an injury, and she had had amenorrhea since the age of 18 years. Skull x-rays taken at this time revealed no definite abnormality. Bilateral carotid angiography was normal. A vertebral angiogram was not performed. Her condition remained unchanged for the next 2 days but definite papiUedema developed.
Received for publication August 20, 1968 . Revision received January 16, 1969 The patient was transferred to the Neurosurgical Centre. Ventricular drainage was carried out in the hope of improving the level of consciousness as a prelude to ventriculography. The ventricular tap yielded clear cerebrospinal fluid under normal pressure. Positive contrast ventriculography, performed by a method described in a previous publication, 15 showed a large left posterior fossa space-occupying lesion. Following this investigation, ventricular drainage was continued, and steroid administration was commenced. Full endocrinological tests could not have been undertaken in the available time, but hypopituitarism was considered a definite possibility.
Operation. On New Year's Day, 1968, 9 days after the fall, a cerebellar craniectomy was performed. A large fluid and solid subdural hematoma under great pressure was uncovered. When it was removed, the cerebellum began to pulsate. The left hemisphere was discolored and, on exploration, a large intracerebeilar hematoma was encountered and removed under direct vision. No vascular abnormality could be seen in the wails of the resulting cavity.
Postoperative Course. The patient gradually improved during the next week but the established hypothyroidism delayed the recovery. At this stage full endocrinological investigations showed a primary hypothyroidism with no evidence of pituitary dysfunction. Treatment with thyroxine sodium 0.1 mg thrice daily was commenced, and steroids were discontinued. Oral iron was administered in view of a proven iron deficiency anemia.
When reviewed as an outpatient some 11 months after her illness, the patient had no neurological impairment and was substantially more active than before the dramatic onset of the incident which brought her to our care. Two of the 21 autopsy cases of spontaneous intracerebellar hematomas described by Rey-Bellet TM had blood in the subdural space, and five of the 31 cases of Hyland and Levy 6 also had blood in "the subarachnoid or subdural spaces," although further details were not given.
A survey of the literature has produced seven fully described cases of the combined lesions. 1-5,1" These plus our own case are summarized in Table 1 .
Childe, et al.} described a 47-year-old man who had sustained a head injury which rendered him unconscious for 4 hours, but he recovered fully. Three days later he developed headaches, vertigo, nausea, vomiting, and ataxia. There was generalized hyperreflexia which was more marked on the left, and a mild left hand incoordination. Skull radiographs were normal, but ventriculography showed a displacement of the fourth ventricle to the right. At operation a fairly extensive solid and liquid subdural hematoma was removed to reveal a small tear in
TABLE 1
Combined intracerebellar and posterior fossa subdural hematomas in eight patients 
